(1) Credit and production programmes, which aim to raise the economic status of bene®ciaries through increased consumption, savings and credit; (2) Health and related programmes, which aim to raise the health status of bene®ciaries through increased utilization of health services, health education, family planning, ante and post natal care and immunization, resulting in a decreased disease burden and fertility rate; (3) Education (literacy and skill development), which aims to enhance social status through increased literacy and social awareness and decreased drop-out rates from schools.
Each component of the programme is viewed as synergistic in its impact on poverty reduction and improvements in quality of life. Three thousand bene®ciary households were enrolled into the programme selected from baseline surveys. Bene®ciary households were selected if they were functionally landless, had a large number of children, earned a low income, or were female headed. Policy development was overseen by an elected Executive Committee, while the operational aspects were the responsibility of the programme ®eld and management staff. The evaluation was undertaken in 1994, ®ve years into the programme, and included an evaluation of the organizational and management structure, ®nancial accounting, issues concerned with programme sustainability and an assessment of impact of the interventions on the lives of bene®ciary households. For the latter evaluation, a representative sample of 244 households who were enrolled at the start of the programme was selected for interview in 1994. The impact evaluation concluded that the economic condition of bene®ciary households had improved in terms of income, ownership of productive assets and housing over the life of the programme and savings were reported to have increased by around 2.5%. A doubling in the literacy rate was also reported: from 23.7% in 1990 to 49.4% in 1994, above the national 1994 rural average of 34.5%. The proportion of households sending children to school increased from 71% in 1990 to 87% and the drop-out rate had decreased from 7.1% to 5.3%. Substantial successes were also reported in the use of contraception (the contraceptive prevalence rate rose from 30.8% in 1990 to 55.4% in 1994, above the 1994 national rural average of 43.3%) and a decline in the total fertility rate from 5.1 in 1990 to 3.6 in 1994. Compared to 1990, there were also reported increases in health service use, increased vitamin A capsule coverage, increased knowledge of basic health education messages, and increased use of maternal health care services. Food security was also reported to have improved, as measured by respondent families reporting that they could provide three meals for all seven days a week for each age group in 1994 as compared to 1990; 83% of under-®ves and 49% of over-®ves were reported to have three mealsaday in 1990 compared to 95% of under-®ves and 90% of over®ves in 1994.
The evaluation has several limitations. Lack of concurrent control areas or groups within the same District limits an assessment of the impact of the interventions on bene®ciary households. A variety of data sources were used to assess impact, which were not always explicitly stated. Use of a ®ve year recall by bene®ciary households in 1994 for several key variables (pre-post intervention) is likely to yield results subject to bias. Despite these limitations, this book is interesting and should be of value to those with a professional interest in integrated health and development programmes.
